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A t 6.30pm on "riday you finally leave the office. As you drive home you reflect 
on the week that you have had. You 
have interviewed and placed a child 
who has been physically abused. 
You have investigated and 
substantiated a notification where 
domestic violence was occurring. 
You have commenced a court 
ordered Family Assessment Report 
and responded to a number of calls 
about parent-adolescent conflict. 
You•have listened to, counselled, 
advised and interacted with many 
clients. Although you have survived 
a busy week and feel that you have 
done a good job, it has not all been 
smooth sailing. 
For instance, you have not fully 
considered and reviewed why the 
child you removed from home is 
being physically abused. Although 
you have substantiated physical abuse 
because of the child's  clear disclosure 
and obvious physical injuries, you are 
unsure why this has occurred within 
this particular family. You know that 
if you are to return this child to 
' his/her family, you need to have 
assessed and clarified what factors are 
underpinning or contributing to this 
abuse. 
With regard to the substantiated 
domestic violence notification, you 
still have a number of concerns. 
Although you are aware of the 
potential dangers for children in 
domestic violence situations, you are 
unsure about the effects this can 
have on them (in both the short-
term and long-term) and also what 
interventive steps are the most 
effective in cases such as this. You 
resolve to do some research on these 
issues next week. Yet this is not the 
fi rst time you have made the promise 
to undertake this task. It is not 
because you are unwilling or not 
interested but more often you don 't  
have the time or the energy after 
work to pursue such further 
learning. Unfortunately, you know 
that your effectiveness as a 
practitioner is compromised if you 
don' t. You know that positive 
client outcomes are more likely to be 
achieved if you draw on the best 
possible evidence to inform and 
guide your work and so you begin 
to wonder "should you be doing 
something different or something 
more?" (Butler, 1996: vi).
WHAT IS EVIDENCE-BASED 
PRACTICE? 
Evidence-based practice is a 
response to concerns that 
professional practice is not always 
based on the 'best evidence ' or is 
minimally informed by research 
knowledge (Carew, 1979; Osmond,
2000; Rosen, 1994). As such, it can 
assist practitioriers to identify, call 
upon and utilise the 'best ' research in 
their daily practice. It de-emphasises 
guess-work, intuition, unsystematic 
thinking, uncritical and unreflective 
practice and therefore heightens the 
likelihood of critically-aware, 
informed, independent and 
systematic practitioners who are 
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WHAT ARE SYSTEMATIC 
REVIEWS? 
Systematic reviews are concise 
summaries of the best available 
evidence that address sharply 
defined clinical questions .. .[They] 
use explicit and rigorous methods 
to identify, critically appraise, and 
synthesize relevant studies. As 
their name implies, systematic 
reviews - not satisfied with 
finding part of 'the truth' - look 
for 'the whole truth'. That is, 
they seek to assemble and 
examine all of the available high­
quality evidence that bears on the 
clinical question at hand {Mulrow, 
Cook & Davidoff, 1998: 1-2}. 
Systematic reviews can integrate 
numerous studies about a content 
area or issue and therefore, 
manage and synthesise large 
amounts of information that busy 
practitioners may not have. the 
time to review themselves 
{Mulrow, 1995]. "Through critical 
exploration, evaluation, and 
synthesis the systematic review 
separates the insignificant, 
unsound, or redundant deadwood 
from the salient and critical 
studies that are worthy of 
reflection" {Mulrow, 1995: 2]. ..... 
"It is an approach that 
combines practitioners' 
expertise and experience 
with the current 'best' 
.., 
evidence on practice 
topics and issues. " 
... RESEARCH PAPER 1 
continually up-dating and expanding 
their knowledge bases. It is an 
approach that combines 
practitioners' expertise and 
experience with the current 'best' 
evidence on practice topics and issues 
(Sackett, et al., 1997). Professional 
judgement is not devalued or 
substituted but is extended and 
empowered by external sources of 
evidence (MacDonald, 1998). This 
can lead to practices with clients that 
are helpful, effective and informed. 
The basic underlying premise of 
evidence-based practice is that the 
utilisation of scientifically tested 
knowledge is more likely to offer 
valid and appropriate direction to 
case management than other forms 
of knowing. Although there has 
been debate about this issue (which 
we will briefly review later), the 
evidence-based practice approach has 
been enthusiastically embraced in a 
number of professional domains 
(medicine, nursing, dentistry, 
occupational therapy, mental health 
and others). Medicine has been at 
the forefront of this movement. 
The impact of Evidence Based 
Medicine (EBM) on national policy 
in the UK has been remarkable. 
In less than a decade EBM has had 
a significant impact in many 
different professional groups and 
has become a cornerstone of UK 
health policy. The impact of EBM 
has, to differing degrees, changed 
professional practice, influenced 
research activity and challenged 
professional identities in professions 
as diverse as medicine, social work, 
clinical psychology, nursing and 
education. The application of 
EBM principles beyond medicine 
has resulted in the broadening of 
the core concept and the 
development of Evidence Based 
Practice (EBP) which is a title 
suited to the interdisciplinary 
application of EBM principles 
(Reynolds, 2000: 17). 
Evidence-based practice involves 
two central issues: 
• the application of the 'best 
evidence' available to guide all 
facets of practice behaviour; and 
• a purposeful and systematic 
approach to practice. 
Prior to explaining these issues in 
more detail, we refer to Olson (1996: 
524-525) who illustrates the 
principles and processes of evidence­
based practice with reference to the 
Evidence-Based Medicine Working 
Group (1992). 
The example focused on a clinical 
. . ' . 
scenarw concermng a ;unwr 
medical resident who admitted a 
43-year-old previously well man 
who experienced a grand mal 
seizure. Findings from a physical 
examination were normal. The 
patient was very concerned about 
his risk of seizure recurrence. 
Following the traditional medical 
approach, the attending physician 
told the resident that the risk of 
seizure recurrence was high 
(although he could not put an exact 
number on it) and that was the 
information that should be 
conveyed to the patient. The 
resident gave this information to 
the patient and emphasized that the 
patient should not drive, should 
continue his medication, and should 
see his family physician for a 
follow-up. The patient left in a 
state of vague trepidation about his 
risk of subsequent seizure. 
In the same scenario, following 
the evidence-based medicine 
approach, the resident asked herself 
whether she knew the prognosis of 
a first seizure and realized she did 
not. She proceeded to the library 
and, using the Grateful M ed 
Program (Lindberg, 1989), 
conducted a computerized literature 
search. She entered the medical 
subject heading terms "epilepsy", 
"prognosis", and "recurrence", and 
the program retrieved 25 relevant 
articles. She surveyed the titles and 
found one ... that appeared to be 
directly relevant. She reviewed the 
paper, found that it met the criteria 
she had previously learned for a 
valid investigation prognosis ... and 
determined that the results were 
applicable to her patient ... The 
results of the relevant study showed 
that the patient's risk of recurrence 
at one year was between 43% and 
51% and at three years the risk was 
between 51% and 60%. The 
resident conveyed this information 
to the patient, along with a 
recommendation that he take his 
medication, see his family doctor 
regularly, and have a review of his 
need for medication if he remained 
seizure-free for 18 months. The 
patient left with a clear idea of his 
likely prognosis. 
BEST EVIDENCE OR BEST 
KNOWLEDGE? 
The evidence-based practice 
approach requires that the best 
possible evidence should inform 
practice. But what is 'best' and what 
is 'evidence'? For instance, 'evidence' 
can and does mean many things. 
Consider the following notations in 
the Macquarie Dictionary (1989:352): 
• anything which tends to prove 
or disprove something, proof; 
• that which makes something 
clear, sign; 
• law. The information, spoken or 
written, or objects (such as a 
photograph, a revolver etc.) 
recognised by witnesses, and 
offered to the court or jury in 
proof of the facts being argued; 
• in evidence, able to be easily 
seen; conspicuous; 
• to make evident or clear; show 
clearly: The flowers evidenced as 
early spring. 
• to support by evidence: He 
evidenced his claim with 
documents. 
In relation to 'evidence-based 
practice' , the term 'evidence' usually 
pertains to the connotation of proof 
or making something clear. In other 
words, evidence denotes what is 
most likely to be successful and 
effective in solving or addressing a 
particular problem or issue. 
A systematic review utilises 
strategies that attempt to limit 
bias/errors by employing a 
replicable process in the selection of 
studies for review. Systematic 
reviews should always explicitly detail 
the selection process and methods 
employed so_ readers can assess for 
themselves the merit or 
trustworthiness of the review. 
"Should they wish, they can [then] 
're-run' the review and check its 
reliability" [MacDonald, 1998: 74]. 
There are two types of systematic 
review: qualitative and quantitative. 
Qualitative systematic reviews 
summarise primary studies but do 
not combine studies statistically, 
whereas quantitative systematic 
reviews (also' known as meta­
analysis) do combine studies 
statistically [Cook, Mulrow & 
Haynes, 1998]. 
There are, however, different views 
on what constitutes 'best evidence' . 
Those closely aligned with medicine
have stipulated that the best form of
evidence is that which has been 
produced from randomised, 
controlled trials � · " "d d . . .  evz ence enotes 
It has been argued that RCTs 
produce a superior form of research 
as bias is reduced and validity 
heightened. They are seen as 
"ethically robust means of 
scrutinising the effects of people's 
good intentions" (MacDonald, 1997: 
122). A hierarchy of evidence in 
evidence-based medicine has 
subsequently emerged. Table One 
illustrates how different levels of 
evidence have been delineated by 
medical and allied fields (The Joanna 
Briggs Institute for Evidence Based 
Nursing and Midwifery, 2000:1). 
The primacy and perceived 
superiority that has been given to 
studies involving randomised 
controlled trials has been the topic of 
what is most likely to 
be successful and 
effective in solving or 
addressing a particular 
problem or issue. " 
• •• • • • • . ·-··· ••••• • •• 
• • .• 
TABLE 1 LEVELS OF EVIDENCE 
Level 1 Evidence obtained from a systematic review of all relevant 
randomised controlled trials. 
Level II Evidence obtained from at least one properly designed 
randomised controlled trial. 
Level 111.1 Evidence obtained from well designed controlled trials without 
randomisation. 
Level 111.2 Evidence obtained from well designed cohort or case control 
analytic studies preferably from more than one center or 
research group. 
Level Ill. 3 Evidence obtained from multiple time series with or without the 
intervention. Dramatic results in uncontrolled experiments. 
Level IV Opinion of respected authorities, based on clinical experience, 
descriptive studies, or reports of expert committees. 
(The Joanna Briggs Institute for Evidence 
Based Nursing and Midwifery, 2000: 1) debate. As MacDonald (1997:129) 
exemplifies in relation to social 
" knowledge choice 
should not just be an 
issue of preference or 
ideology and advocates 
for a 'what works' 
not just "what appeals " 
. . " posztzon. 
• •• • • •• . ·-· ·· ••••• • •• • • .• 
work, "it is difficult to have a 
discussion in social work - with 
students, managers, workers, or 
research funders - without being 
told that randomised controlled 
trials are just one method among 
many, and that we must not cede 
them any particular primacy". 
Although there is merit to this 
argument, it does negate the question 
of whether some research should be 
considered superior if it establishes 
whether particular practices are 
either helpful or harmful to clients. 
MacDonald (1997:129) argues that 
knowledge choice should not just be 
an issue of preference or ideology 
and advocates for a "what works" 
not just "what appeals" position. 
This means critically appraising 
existing held ways of knowing, as in 
the "pursuing [of] our own 
ideological goals we [must be 
careful] . . .  not [to] deprive those who 
have little voice of those methods of 
helping which would be most 
effective and most acceptable" 
(MacDonald, 1997: 129). In other 
words, there is a professional, ethical 
or even moral obligation to call upon 
the best possible evidence to inform 
practice so that actions with clients 
are knowingly guided. 
However, a major obstacle and 
problem for the social sciences is the 
availability of RCTs. 
In the last decade the number of 
trials of social work itself has fallen; 
those conducted are generally 
smaller, and less methodologically 
secure, than in earlier years. Be 
assured, the social work world is 
not about to be overrun with 
randomised controlled trials, which 
remain a rather rare sight in the 
methodological fruit basket 
(MacDonald, 1997: 130). 
Research that has an outcomes 
focus (particularly with RCT 
methodology) is greatly needed. 
The paucity of research with RCT 
methodology in social work or the 
social sciences does necessitate the 
consideration of other types or levels 
of evidence for practice. Although 
some have cautioned against 
extending the concept of evidence 
too far (MacDonald, 1998; Trinder, 
2000), others have argued that a 
range of different types of evidence 
is required (Trinder, 2000). 
Clearly a range of types of 
evidence is required, including 
meta-analysis, RCTs and single case 
designs, as well as scientific realist 
evaluations, research on social work 
processes and qualitative research 
(Trinder, 2000: 15 7). 
The absence of excellent evidence
oes not make evidence-based 
ecision making impossible; what is
equired is the best evidence 
vailable not the best evidence 
possible (Gray, reference cited in 
Glasziou & Longbottom, 1999:436) 
This extension of evidence-based 
practice to include other types of 
evidence and thus resist 'hierarchies' 
 of research has been described as the 
j?ragmatist' position ( Trinder, 2000). 
This position moves away from 
k�wledge-ranking to advocating for 
the critical appraisal of all research 
that can potentially inform practice. 
!?encourages the see�the 'best 
evrdence or 'best possible 
knowledge' available for assessing 
and intervening in client situations 
-----_________..-
� This is based on the 
premise that no one type of research 
is emint<nt and that different forms 
of research can speak to different 
types of questions or issues. For 
instance, Gibbs and Gambrill (1999: 
236-237) have identified five types of 
questions that often emerge in 
practice and which evidence-based 
practice can help to answer: 
1. Effectiveness questions concern 
how effective an intervention 
might be for a particular client. 
2. Risk/Prognosis questions 
concern the likelihood that a 
particular person will engage in 
a particular behaviour or 
experience a particular event in 
a given period of time. 
3. Description questions concern 
base rate data (estimate of the 
frequency of a problem in a 
given population based on a 
sample of individuals from that 
population) or what has been 
found regarding similar clients. 
4. Assessment questions concern 
accurate descriptions of clients' 
problems, alternative competing 
behaviours, and their contexts. 
5. Prevention questions concern the 
most effective way to prevent the 
initial occurrence of a problem or 
undesirable event, for example 
"What is the most effective way 
to prevent SIDS (Sudden Infant 
Death Syndrome)?". 
At times then, practice issues and 
questions will not be fully answered 
by single forms of research, and 
multiple research insights, from a 
variety of professional disciplines 
and groups are required. Different 
contexts with different foci may also 
necessitate the consideration of 
particular types of research. For 
nstance, cause and effect 
--------------­
relationships established from 
controlled trials may not al�s 
re resent and capture the complexit
and mu tip icity of particular client 
situations and contexts, as 'Tfi'ii'der 
(2000: 158) explains: 
The potential danger is that the 
rhetorical force of 'evidence', 
particularly evidence defined 
narrowly as that based on RCTs, 
can offer seductively simplistic 
messages for practitioners and 
managers. 
Professional contexts where 
uncertainty, unpredictability and 
complexity prevail may then require 
evidence that can take account of 
many aspects of a phenomenon 
rather than simplify it. 
Irrespective of what type of research 
is used, the challenge for practitioners 
is to appraise such scholarship in 
terms of what it contributes to the 
problem or issue of focus and how 
this impacts positively or otherwise 
on client service delivery. This means 
seeking to identify and appraise what 
different types of evidence can 
contribute by way of insights, 
"It encourages the 
seeking of the 'best 
evidence' or 'best 
possible knowledge' 
available for assessing 
and intervening in 
client situations and 
states. " 
• •• • • • • . ·-· ·· 
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FOR INSTANCE DID YOU KNOW THAT ... 
• Domestic violence has different effects depending on the age of the 
child. Infants are only able to indicate their distress through their health 
or development. Babies under one who witness domestic violence have 
been characterised with poor health , poor sleeping habits and excessive 
screaming {Jaffe et a!., 1990]. .. .Children of pre-school age tend to 
blame themselves for adult anger {Jaffe et a!., 1990] and to register 
the highest levels of behavioural disturbance when living with violence 
{Davis and Carlson, 1987; Hughes, 1988]. School-age children often 
continue to demonstrate behavioural problems. There is less research 
available about young people: perhaps because teenagers are under­
represented in refuges, the source of many research samples {Hester 
eta!. 2000] {cited in Humphreys & Mullender, 2000: 14-15]. 
• Domestic violence has been linked with sexual abuse. Humphreys and 
Mullender {2000] cite research which has found that 39% of children 
who had either been sexually abused or sexually abused others came 
from domestically violent situations. This figure has been reported as 
high as 55% in other research {Farmer and Pollock, 1998; cited in 
Humphreys & Mullender, 2000]. This research trend highlights the 
importance of not separating domestic violence and child abuse. 
Humphreys and Mullender {2000] remind us that in cases of sexual 
abuse, positive outcomes for the child are most likely if they are 
receiving support from the non-offending parent. This means that the 
non-offending parent's needs and issues related to the!r own distress 
and emotional well-being related to domestic violence must be 
acknowledged and addressed as part of the assessment and 
intervention process. 
• Children in domestic violence situations utilise a variety of coping 
strategies such as: "keeping themselves and their brothers and 
sisters away from danger, staying around or physically intervening to 
protect their mothers, summoning help; and offering their mothers 
emotional support" {Mullender et a!. 2000 cited in Humphreys & 
Mullender, 2000: 21]. 
• Children value information about domestic violence. Humphreys and 
Mullender {2000] cited research undertaken by Burton and Kitzinger 
{1997] and Mullender et al. {2000] which found that young people 
would like to know more about domestic violence and particularly value 
forums such as focus groups. 
• Direct work with children which focuses on recovery and safety has 
been positively evaluated by young people {Humphreys & Mullender, 
2000]. However, Humphreys and Mullender {2000] point out that 
when discussing and formulating safety plans with children, practitioners 
need to emphasise that children should not put themselves at risk when 
seeking help (e.g. jumping out windows). Children also value the 
opportunity to talk about their own experiences. This helps them make 
sense of the violence and can reduce personal isolation {Abrahams, 
1994; cited in Humphreys & Mullender, 2000]. 
conceptual awareness, understanding, 
prediction, correlation, or intervention 
for different practice issues, situations, 
moments or instances. In other 
words, a 'questioning' rather than a 
'believing' (Gambrill, 1997) or 
accepting stance is needed. 
A practitioner and consumer of 
research [should not}. .. merely read 
a report and then blithely accept its 
findings as a true indication of a 
social phenomenon (Olson, 1996: 
524). 
[What is required is] interrogating 
the available knowledge to develop 
programs, policies and practices that 
have the most likelihood of 
achieving the desired outcome 
(O'Connor, 2000: 18). 
THE PROCESS OF EVIDENCE­
BASED PRACTICE 
Before 'best evidence' can be 
applied to practice a number of steps 
or processes need to be undertaken. 
As modelled by evidence-based 
medicine, this generally involves the 
following: 
• converting information needs 
into answerable questions; 
• locating and retrieving 'best' 
evidence; 
• critically appraising that 
evidence; 
• applying the results of this 
appraisal in practice; and 
• evaluating performance and 
generating new ideas (Sackett et 
a!, 1997: 3). 
Step One- Converting information 
needs into answerable questions. 
Every day practitioners are likely to 
be interacting with many clients. 
Some of these clients may have similar 
problems whereas others will be quite 
diverse. This means that workers are 
likely to have numerous questions 
about these client situations. The first 
step involved in evidence-based 
practice is identifying and posing 
evidence-seeking questions. For 
example, in relation to the domestic 
violence situation referred to earlier in 
the paper, one question you may have 
is 'what method of intervention may 
be most effective for children who 
regularly witness domestic violence?' 
As Gibbs and Gambrill (1999) 
explain, it is important that he 
question you pose is of significance. 
In other words, it has to be 
meaningful and relevant to your 
practice� Gibbs and Gambrill (1999: 
238) also suggest that the questions 
you pose should: 
• relate to the decision you must 
make regarding a client. 
• be answerable (be specific). This 
may require clearly describing 
the client (who), desired outcop1e 
(when and what), setting (where), 
or service method (what). 
• concern something you are 
likely to encounter again. 
• offer the potential to enhance the 
quality of services provided to 
your client. 
Step Two - Locating and 
retrieving 'best-evidence'. 
Once you have identified and 
formulated your practice questions 
the next step in evidence-based 
practice is locating evidence. This 
involves retrieving information as 
effectively and efficiently as possible. 
In other disciplines, such as 
medicine, data bases of critiqued 
evidence have been compiled (for 
example the Cochrane Collaboration), 
but for practitioners working in 
service areas such as child protection, 
this type of provision is not available. 
This means we have to locate and 
retrieve the evidence ourselves. This 
requires skills in effective searching as 
well as knowledge of the databases 
that are most likely to index issues of 
practice interest. This includes the 
knowledge and ability to access on­
line journals and other electronic 
resources. We have listed a number of 
useful databases and journals for 
practitioners working in human 
service organisations: 
• Psych.lit 
• AUSTROM: Family 
• Humanities 
• Social Sciences 
• Eric 
• Social Work Abstracts 
• Current Contents • Child Protection Clearing 
House 
• Medline 
• Dissertation Abstracts 
Relevant Journals for Child 
Protection Work: 
• Child Maltreatment 
• Child Abuse and Neglect 
• Child and Family 
• Children Australia 
• British Journal of Social Work 
• Social Work 
• Families in Society 
• Research on Social Work 
Practice 
• Australian Social Work 
Gibbs and Gambrill (1999: 244) 
have identified a number of key 
words that are useful when attempting 
to locate evidence concerning 
different practice questions: 
• Effectiveness questions -random, 
control group, statistical, 
experimental group, randomized 
control trial, experiment. 
• Risk/prognosis questions -risk, 
prognosis, predict, validation 
sample, gold standard. 
• Description questions -survey, 
WHAT IS THE COCHRANE 
COLLABORATION? 
It is an international organisation 
that aims to help people make well 
informed decisions about health by 
preparing, maintaining and 
ensuring the accessibility of 
systematic reviews of the effects 
of health care interventions. 
The Collaboration is being built on 
eight values: collaboration, building 
on the enthusiasm of individuals, 
avoiding duplication, minimising 
bias, keeping up to date, ensuring 
relevance, ensuring access and 
continually improving the quality of 
its work. Cochrane reviews [the 
principal output of the 
Collaboration) are published 
electronically in successive issues 
of The Cochrane Database of 
Systematic Reviews {Chalmers, 
Sackett & Silagy, 1997:233]. 
" . . . zt zs zmportant 
that the question you 
pose is of significance. 
In other words, it has 
to be meaningful and 
relevant to your 
. " practzce. 
• •• • • • • . ·-··· ••••• • •• • • .• 
"This is a vital stage 
as, zn essence, you are 
evaluating whether 
the research you have 
selected is trustworthy 
and useful to you. " 
• •• • • •• . ·-· ·· 
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needs, random, select, stratified 
random, representative sample. 
• Assessment questions -
assessment, diagnosis, client 
evaluation. 
• Prevention questions - prevent, 
random, control group, statistical. 
Step Three - Critically appraising 
the evidence 
Having successfully located 
relevant research papers that speak 
to your practice question, the next 
step involves critically appraising 
this research in terms of its merit. 
This is a vital stage as, in essence, 
you are evaluating whether the 
research you have selected is 
trustworthy and useful to you. The 
sorts of questions and issues that 
you need to consider are: 
• Do a preliminary evaluation of 
a study to determine if any aspect 
of the problem is of interest or 
use to you. Look at particular 
sections such as the title, abstract, 
discussion and summary and 
section headings. You could 
also consider the authors. Are 
these authors well known and do 
they have a good track record? 
This is not to suggest that only 
known authors should be 
considered but it is something 
you can look at. When reading 
the summary, perhaps the central 
task is to see whether the results 
are useful and applicable to your 
practice question. 
• Review the problem or research 
question. Is the question, aim 
or issue properly framed? What 
is the major question or 
hypothesis? 
• Consider the literature review. 
Has a comprehensive search been 
undertaken and potentially 
different views offered? As 
Grazier (1982) points out "some 
[reviews] are descriptive while 
others are sufficiently evaluative 
to provide the reader with enough 
detail to make judgements about 
how the investigator used the 
related research as a building 
block for his/her own 
investigation" (cited in Mancall, 
1985:102). The literature review 
should be sufficiently 
comprehensive to make clear the 
theoretical basis of the study and 
the necessity for further research. 
• Consider the methodology and 
methods used to collect the 
data. "Drott claims that there 
are no right sets of choices, but 
different methodologies require 
different kinds of care on the part 
of investigators since they 
produce observations that are 
evaluated differently. His central 
point is that research must be 
judged as a whole" (cited in 
Mancall, 1985:104). It is 
important to look at the 
methodology also in relation to 
the level of claims that are being 
made. For instance, as Grazier 
(1982) explains, if generalisations 
are offered careful consideration 
of the sampling technique needs 
to occur. 
The methods and techniques 
used for data collection must also 
be considered. For example, if 
questionnaires are used, non­
response rates should be 
reported. You should also look 
at how the questions were 
constructed and ordered. Is there 
a potential for bias or response 
sets with the design of the 
questionnaire? Also you need to 
consider what checks or 
processes were in place in relation 
to validity and reliability. 
I 
Further, particularly in relation to 
experimental studies -has control 
been a feature of the design. If 
so, how? Do the researchers 
report the limitations of the 
design and what strategies were 
used to minimise these? In 
essense, " . . .  a combination of 
healthy scepticism and applied 
commonsense that Ernest 
Hemingway labelled 'crap 
detection' . . .  [is required when 
considering the J methods section 
of the article" (Department of 
Clinical Epidemiology & 
Biostatistics, 1981:558). 
• Co�ider the data analysis. As 
Drott suggests "read the analysis 
section as an active argument, 
supported by evidence, for the 
author's point of view. No 
observation should be reported 
that cannot be reasonably 
attributed to a part of the data 
collection method. He tells us to 
'test the analysis for novelty, ' 
importance, and believeability"' 
(cited in Mancall, 1985:104). 
• Consider how sensible the 
conclusions are in light of the 
research questions, aims or 
hypotheses. Do the conclusions 
offered appear logical and 
sensible in light of the findings 
of the study? Have other 
possibilities for interpretation 
been discussed? (Mancall, 1985). 
(Department of Clinical Epidemiology 
& Biostatics 1981; Olson , 1996; 
Grazier, 1982 and Drott, 1984 cited in 
Mancall, 1985). 
Step Four - Applying the results 
of this appraisal in practice 
This step involves clearly 
considering what the evidence you 
have located and assessed means in 
terms of your practice. Depending 
on the type of question you asked, 
you may be able to readily apply this 
evidence (for example an assessment 
tool) to your practice. With other 
types of questions and evidence, you 
may need to consider how this can 
inform your practice. In other 
words, you may need to consider 
how this evidence can conceptually 
(thinking, awareness, understanding) 
guide your work , but also what this 
evidence suggests for instrumental 
action (what you do). Formulating 
an intervention plan that covers both 
these aspects of applying knowledge 
to practice is one useful way of 
clearly and systematically 
undertaking this fourth step. 
Step Five - Evaluating performance 
and generating new ideas 
The final step in evidence-based 
practice is evaluation. This involves 
considering how "the results of your 
search influenced your work with 
your client (if it did)" (Gibbs & 
Gambrill, 1999: 241). This step can 
also involve generating new ideas or 
speculations which can lead to further 
enquiry on your part, whether by 
generating additional evidence­
seeking questions or by conducting 
research yourself on a particular issue. 
This stage is also important for the 
identification of gaps or deficits in the 
broader knowledge-base, that is, 
whether or not there is adequate 
research on an area. 
ENDORSEMENTS AND 
CRITIQUES 
Although for many the evidence­
based practice approach is seen as a 
professional, ethically sound, clear 
and systematic way of practicing, it 
has not been without criticism. In 
this section, a brief review of the 
q 
FOR INSTANCE DID YOU 
KNOW THAT ... 
For physical abuse and neglect, 
three child-focused interventions are 
particularly effective. These are 
residential treatment, therapeutic 
day care and resilient peer therapy 
Residential treatment in which the 
child is placed at a special unit and 
visited daily by parents provides a 
protective, supportive and 
intellectually stimulating context 
within which positive parent-child 
interaction may be fostered. 
Therapeutic day care where 
intellectual stimulation is provided 
within the context of supportive 
child-teacher relationships and high 
staffing levels may promote 
cognitive and social-emotional 
development. Resilient peer 
therapy, where at-risk children are 
given structured opportunities to be 
befriended by socially skilled peers 
can enhance social development 
{Edgeworth & Carr, 2000:44]. 
"This involves 
considering how 
'the results of your 
search influenced your 
work with your client 
(if it did)'. " 
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central endorsements and critiques 
of this approach are provided. 
Very generally, those advocating 
for evidence-based practice possess 
what has been described as an 
'optimistic' view of science (Trinder, 
2000). That is, for evidence-based 
advocates, there is the belief that the 
systematic application of science will 
bring about effective and 
accountable practice (Trinder, 2000). 
Therefore, according to this view, all 
that is required is that practitioners 
be exposed to relevant research and 
taught the appropriate ways of 
applying this evidence to their 
practice. Inadequacies in 
dissemination or non-receptive 
practitioners are seen as the main 
barriers to evidence-based practice 
rather than the approach itself 
(Trinder, 2000). 
In contrast, those critical of 
evidence-based practice have argued 
that it is inadequate for the 
complexities of practice. It has been 
described as a reductionist, overly­
simplistic approach which operates 
on the assumption that scientific 
knowledge can provide certainty -
that the chaotic, changeable and 
complex nature of practice can be 
understood and managed with 
appropriate evidence. This, the 
critics would argue, is false and fails 
to recognise the capricious nature of 
practice (Trinder, 2000). 
Another charge that has been 
leveled at evidence-based practice 
relates to the evidence for this 
approach. What is the evidence that 
evidence-based practice works? 
There appear to be very few 
empirical studies undertaken that 
have specifically addressed this 
question. Of those that have been 
conducted, contradictory findings 
have emerged. For instance, Gibbs 
and Gambrill (1999) cite a study 
undertaken by Shin, Haynes and 
Johnson (1993) which followed-up 
medical graduates who were trained 
in evidence-based practice over a ten 
year period. They concluded that 
"graduates had adopted continuing 
learning habits for routinely critically 
evaluating and integrating current 
best evidence into their practice" 
(Gibbs & Gambrill, 1999:236). In 
contrast, Trinder (2000: 222) cites 
work undertaken by Norman and 
Shannon (1998) who reviewed seven 
studies of critical appraisal training. 
It was found that medical students 
gained an increased understanding 
and knowledge of critical appraisal, 
although the impact on residents 
appeared minimal. In addition, there 
was no evidence to suggest that 
residents' clinical practice changed as 
a result of the training (Trinder, 
2000). 
Evidence-based practice has also 
been criticised on practical and 
conceptual levels (Trinder, 2000). In 
this paper, we have already 
highlighted that, practically, there 
may be deficits or inadequacies in 
the current availability of particular 
forms of evidence. Similarly, this 
paper has signalled the possibility 
that strict forms of evidence (that is, 
RCTs) may not necessarily represent 
all social phenomena and therefore 
other types of evidence should be 
considered. Although there has been 
recognition of this last point, further 
analytical effort is required to clarify 
and establish how other forms of 
evidence and knowledge can 
collaboratively and critically inform 
practice. This section concludes 
with a summary of the central 
endorsements and critiques of 
evidence-based practice as identified 
by Trinder (2000). 
u niversal 
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u seful 
research-practice 
accountabi l ity 
practitioners 
effectiveness 
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implementation , 
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TABLE 2 ENDORSEMENTS & CRITIQUES OF EVIDENCE-BASED PRACTICE 
ADVOCATES CRITICS 
Essential and correct in principle and 
practice. 
Effective with exclusion of 
and rapid of 
effective on a u iver l 
Effic iency: better use of scare resources Costs of EBP, direct and 
by r titi r  and by 
only effective treatments. 
and time costs of 
i l t ti , and unproven calculable 
Value for money research. Better and 
more f l research and narrowing of 
the gap. 
Transparency c u ta ility of 
decision-making . 
of pr ctiti ers and 
ongoing self-directed learning of staff. 
Empowerment of consumers within 
research and practice. 
Enhanced 
(Adapted from Trinder, 2000:216-21 7} 
ELECTRONIC RESOURCES 
i  of research agenda, 
of one form of research at the 
expense of other useful forms. 
values contained in the 
processes of research, ri i , 
and but not made 
Threat to r f i l autonomy, 
i t t  by 
narrow research agenda and 
of consumers 
agendas and processes. 
Enhancement of 
and at the expense of 
others and unhelpful convergence of 
A further indication of international interest and commitment to evidence­
based practice is reflected in the increasing number of Internet web sites related 
to this topic. We have listed a number of these and encourage you to access 
them to obtain further information about this approach to practice. 
• www.rip.org.uk This is the website for Research in Practice which focuses 
upon research pertaining to family and child welfare run by Children and 
Families Research Group, Dartington, University of Sheffield. 
• www.shef.ac.uk/uni/academic/R-Z/scharr/ir/netting.html This website
is titled 'netting the evidence' and relates to health care. 
• www.york.ac.uk/inst/crd/ehcSl.pdf This website is 'effective healthcare' 
run by the University of York, NHS Centre for reviews and dissemination. 
• www.cochrane.org This is the website for the Cochrane Collaboration.
• www.ex.ac.uk/cebss This is the 'evidence-based social sciences' website 
run by the Department of Health and consortium of Social Services
Departments in South and South West England.
• www.cochrane.dk/cochrane/campbell.htm This is the website for a 
sibling organisation to the Cochrane Collaboration that formulates 
systematic reviews on education, criminal justice, social policy and 
social care. 
KEY POINTS 
• E practice is thevidence-based 
antithesis to unsystematic and
uninformed is an 
approach that assists in 
integrating research into practice 
and enhances the likelihood of 
t l , systematic  
informed practice. There is a 
growing national and 
commitment to evidence-based
practice as indicated by the
number of professional domains
that have adopted
this style of working.
• Evidence-based practice
combines clinical judgement and
best available evidence.
• There are various types or levels
of evidence that can inform 
practice. All evidence should be
critically appraised.
• practice involves 
five-steps: (1) converting
information needs into answerable 
questions; (2) locating and 
retrieving 'best evidence'; [3)
critically that evidence;
(4) applying the results of this
appraisal in practice; and [5)
evaluating performance and
generating new ideas.
• Evidence-based practice has
been endorsed many
disciplines but has also been the
subject of criticism.
• •
• 
• • 
• •
. • 
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Extracts from the following have been 
reproduced with permission: 
Trinder,L & Reynolds,S [Eds.). [2000]. 
Evidence-based practice: A critical 
appraisal. Oxford: Blackwell Science. 
I 
Olson, E.A. [1996]. Evidence-based 
practice: A new approach to teaching the 
integration of researc:h and practice in 
gerontology. Educational Gerontology, 22, 
523-537. Taylor & Francis, Inc. 
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